PLAINLY—USING UNFADING BLACK INE—MAXE A PERMANENT RECORD

WIR

Or REALTR OF MiaoUund
STANDARD CERTIFICATE OF DEATH

"o. /VZ PRIMARY REG. DIST. NO. _ZLLsRmmrm'sNa

HLED APR 25 1953

State File Np. 14478 ’
1880~

- BIRTH MO, ____ REG. DIST.
1. PLACE OF DEATH ] Z USUAL RESIDENCE (Whers & d Lived. If loatituthon: redkdecs befors
8. COUNTY Jackson a. STATE Missouri © SUNTY Jackgon ===
b. CITY mmmuuniu.munmnmm ¢. LENGTH OF ¢. CITY (I ouwide sorporsts limits, wrie RURAL sad cive township)
STAY (in place)
oM Kansas City é ﬂj{ TOWN Kansas City
d. FULL NAME OF (If not in hoapltsl or i sive streat sddrem or Joeation) d. STREET (It rurs!. giva location)
HOSPITAL OR ADDRESS
INSTITUTION General Hospital #2 0 1058 West 58th Street
3. NAME OIE a. (First) b. (Mlddle) ’)—V é c. (Last) 4 DSF (Manth) (Day) (Yean
{ Twpe or Print) Ed Sanders DEATH 4 4 1953
5, SEX 6. COLCR OR RACE | 7. MARRIED NEVER MARRIED, 8. DATE OF BIRTH 9. AGE (I yean T WA § TUR | # Sk b wo.
Male Negro RRER L ReED B 2-27-97 ’ il bl B
10, USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINESS OR IN- | 11. BIRTHPLACE

(City end State or Forsign Cowskry) 12, c{'rNI%EP,‘{?F WHAT

- I|. Enter only onscauss per

1. DISEASE OR CONDITION
DIRECTLY LEADING TO DEATH® (5)

dons most of working life, 1t ratired) DUST!
aborer ... c/rY Sﬂff&‘r“f{‘ MNER Ft Smith, Arkansas meri.ca
13a. FATHER'S NAME 13b. MOTHER®S MAIDEN NAME 14 NAME OF HUSBAND OR WIFE
Frank Sanders - -} Johnnie Maggie Sanders
Er' WAS DEEkEASE)DEVuER mﬂu.s.anuﬁ'o r;‘oncx-:sz l 16. SOCIAL SECURITY m T'S SIGNATURE OR NAME n ADDRESS
fo | | anfk N wZlowgr/-r2u E L2
18. CAUSE OF DEATH MEDICAL CERTIFICATION INTERVAL BETWEEN
ONSET AND DEATH

line for (s), (b}, and (c)

*Thir does ot mean ANTECEDENT CAUSES

the mode of dying, such

Luetic Heart Disease

Aforbid conditions, Umy,m DUE TO (b)

s heart feflure, asthenta, | rite fo the abose caude (2]

rdddbuedhmuwmdubummm

Arteriosclerosis.

elc. It mecns the dla. | 46 underiying coute ot ; *

ease, injury, or complico- DUE TO (c) n

Hom which eotsed death. | 11, OTHER SIGNIFICANT CONDITIONS Benign Prostatic Hypertrophy ,y..
Conditions confributing o the denth bui net . ‘ D

192, DATE OF OPERA_ | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
. TION
. vis O wo BF
21a. ACCIDENT Cipectty) 21b. PLACE OF INJURY (s lnorabous | 2lc. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE bome, farm, tastory, surest, offics bidg.,ete.) -
HOMICIDE ' .
219 TIME (Mot} Day) (Tems) (Hown | 2le. INJURY OCCURRED | 21if, HOW DID INJURY OCCUR?
' rmu.zn NOT WHILE .
IMJURY - = AT WORK . :
2. I hersby cerl;fy that I attended the deceased from __3=20=53 19, to_ LoW=53 19, that I last sow the deceased
____, and that death occurred at 1230 8 m., from the causes and on the dale stated above.
v (Degroe or title} 0 23b, ADDRESS 2. DATE SIGNED
' > A D 600 East 22nd Street b=7-53
, ; % / : 24c. JOPIE OR CREMATORY | 24d. /gm wounty) (5tate)
T AT D OCAL 7/5 SIGNATURE ©  py . [Z#/UREDSL DIRECIPR'S “ADDREAY -
Y 753 K o i, Il /é
(Licensed Embalmer termnent on Side}




STATEMENT BY LICENSED EMBALMER

working under my persona! supervision,

Student cucivasenans sesesrumsasanaresnnete .
Studmt Enbahnr

P._0O. Addrpu;?pd (4

Note. The above M'UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRI’I’ING (Failure to comply
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so. stated above.




